Psychiatric Evaluation Ccs

(This is a two page pathway)
CORRECT CARE
LUT I ONGEB

80
1

Patient Name Inmate Number Date of Birth Today's Date
Alcohol Use: [ Problematic History 0 Disorder Related 0 No Significant History

Duration: Withdrawal History: [ Yes [ No
Drug Use: Current: Meth Cocaine THC Heroin Methadone PCP Opiates Other:

Duration: Withdrawal History: 1 Yes 0 No
Previous CD Tx: lYes INo OIN/A When:

Where:;

Previous Psychiatric Hospitalization(s) I1Yes [No [N/A
When: Meds Taken:
Where:

Previous Outpatient Psych TX: lYes [0No [IN/A

When: Meds Taken:

Where:
Mood: Dysphoric Euthymic Expansive Elevated Irritable Anxious
Affect: Appropriate Flat Blunted Inappropriate Labile Restricted
Hallucinations: Auditory Visual Other: N/A
Delusions: Grandiose Paranoid Religious Other: N/A

Thought progression: Coherent  Incoherent Confused Vague Rational Rambling

Orientation: Person Place Time Situation
Behavior: Cooperative Hostile Lethargic Fearful Agitated
Current Suicidal Ideation: IYes [No Plan:

(If Yes, Ensure Inmate is placed on suicide watch)

Past Attempt(s): lYes 0 No When: Method Used:

Homicidal Ideation: fYes [ No Intervention:
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Psychiatric Evaluation
(This is a two page pathway) A
CORRECT CARE
8 0 UTIONSES

L |

2

Patient Name Inmate Number Date of Birth Today's Date

Medical History:

[ Seizure Disorder [ Cardiac Condition [ Neurological Dysfunction
[ Previous Stroke 0 Autoimmune Deficient Disorder [ Diabetes
[0 High Blood Pressure I Communicable Disease [ Other:
Impressions:
Diagnoses: Axis |
Axis [l
Axis lll

Treatment Plan:

Medications:

Medication Compliant: [ Yes [1No 0 N/A

Blood Work Needed: [ Yes 0 No IN/A
Follow-Up: Day(s)/Week(s)/Month(s)

0 Implement Suicide Watch [ Continue Suicide Watch [ Remove Suicide Watch

Discharge Planning:

Community Resource Guide Provided: 1 Yes [No 1N/A
Patient Education:
The inmate was provided information regarding the prescribed medication which included:

[ Medication Name [ Side Effects [0 Use/Dosage
0 Noncompliance Concerns [ Required Blood Work [ Efficacy Timeframe

Notes:

MD Signature Date
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Segregation Self-Harm/Suicide

CC

b
7

Risk Screening
CORRECT CARE
] §O0OLUTIQONTE
Patient Name Patient Number Booking Number Date of Birth Today’s Date

Date Placed in Segregation:

Reason for Segregation Placement:

ANY PRIOR SELF-HARM EPISODES: 0O Yes 0O No Ifyes, note circumstances — include self-report and record review findings:

Prior Segregation Placements: O Yes
Self-harm during prior segregation placements: 0O Yes
If yes, explain:
Behavior problems during prior segregation placements: Q Yes

Current Functioning:
Does client express concern re: ability to cope while in segregation: O Yes

O No *if no, skip to Current Functioning

O No

0 No

0 No If yes, explain:

Describe client’s attitude toward segregation placement:

Suicidal Ideation: O Yes 0O No QO Refuses to Answer Homicidal Ideation: O Yes 0O No 0O Refuses to Answer

Comments on current functioning and strategies for coping in segregation:

Psychotropic Medication: 0 Yes 0 No Compliant: O Yes 0 No O N/A
Is client designated as SFI: QO Yes O No
Mental Status:
Sensorium: Behavior: Mood: Thought Process: Thought Content:
Q Alert 0 Calm Q Euthymic Q Goal-Directed Q WNL
Q Oriented x 3 Q Agitated Q Depressed Q Disorganized asn a '_""
0 Distractible Q Slowed Q Anxious 0 Loose Associations Q Pall'lam?ld .
Q Poor concentration Q Other, Q Elevated Q Tangential g g:lu':;:‘::'ons
Q Other Q Irritable Q Other Q Other
Q Other
Appearance: Speech: Affect: Memory: Cognitive Estimate:
Q Well kept Q Clear/Coherent Q Appropriate QO Recent Intact 0 High
B Self-neglect Q Spontaneous Q Inappropriate 0 Remote Intact Q Average
Q Other Q Pressured Q Constricted Q Impaired Q Low
Q Poverty Q Blunted Q Other
Q Other Q Other
Recommendations:

O MH F/U 3x/wk due to SFI status
O MH F/U 1x/wk — no SFI status
O Other MH F/U schedule:

Q Initiate Suicide Watch
Q Alert Security re: homicidal ideations

a Consult MH

O Refer to Psychiatry due to:

Supervisor

Signature

© 2007 Correct Care Solutions, LLC
VT revised 05.28.2013

Date & Time
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SELF HARM WATCH/MH
OBS ADMISSION ASSESSMENT

4 CCS

CORRECT CARE
§OLUT I ONGE

Patient Name

Inmate Number

Booking Number

Date of Birth

Today's Date

Type of Watch: O Self-Harm Watch O MH Observation

Reason for watch: 0O Ideation O Plan O Act O Decompensation OOther

Describe events leading to watch:

Frequency: O Close Obs O15/min 030/min

Watch Initiated By:
O MH Staff

O Medical Staff

Q Security Staff

Sensorium: Behavior: Mood: Thought Process: Thought Content:
O Alert Qa Calm 0 Euthymic 0O Goal-Directed O Homicidal
0O Oriented x 3 0 Agitated QO Depressed Q Disorganized Q Suicidal
Q Distractible O Slowed Q Anxious 0O Loose Associations 0O Paranoid
QO Poor concentration Q Other O Elevated Q Tangential QO Hallucinations
0 Other Q Irritable Q Other 0O Delusions
Q Other Q Other

Appearance: Speech: Affect: Memory: Cognitive Estimate:
0 Well kept Q Clear/Coherent QO Appropriate O Recent Intact O High
0 Self-neglect 0O Spontaneous Q Inappropriate O Remote Intact 0O Average
[ Other Q Pressured Q Constricted Q Impaired U Low

a Poverty O Blunted Q Other

0 Other 0 Other
Mental Status:
Medication: O Yes 0 No Compliant: O Yes 4 No O N/A
Is client able to verbalize a willingness to work on maintaining safety ? O Yes 0 No Ifyes, note below.

Describe client’s plan to maintain safety and cope with issues that lead to placement on watch:

Plan: Recommendations:

QO Follow up daily while on watch Housing:

0 Refer to Psychiatry Clothes: 0 Regular O Safety Smock

U Refer for SFI Designation Food: A Chow Hall O Regular Tray O Foam Tray /
O Consult with MH Supervisor Finger food
QO Complete Acute Treatment Plan Sharps: 0O No Restrictions O Some Restrictions:

0 Other:

O Release from Watch Status: MH F/U @ 24 hrs post-
release, 7 days post-release, 14 days post-release

O No Sharps allowed
Property: 0 According to Unit rules

O Restrictions:

Signature

© 2007 Correct Care Solutions, LLC
revised 05/01/2010

Date & Time
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Self-Harm Watch/MH Health
Observation Discharge Summary

4 CCS

H REC T c A R E
, LuUT
Patient Name Inmate Number Booking Number Date of Birth Today’s Date
Date: Time: Discharge From: Self-Harm Watch MH Obs

Discharge Ordered by:

(CCS Staff Member)

Reason for Admission:

Progress Noted on Admitting Issues:

Current Medications:

Discharge Recommendations:

Client scheduled for follow-up per policy, see SW Follow up Schedule (24 hrs post-release, 7 days post-
release, 14 days post release)

Refer to psychiatry for follow-up

Refer to MH SFI

Place on Alpha Unit
Place on Bravo Unit

Other:

M if client already on MH SFI List
Refer to MH group therapy

Refer for brief MH follow-up to assess adjustment
Refer to substance abuse services

Refer to Alpha/Bravo Unit at SSCF (referral completed & forwarded to Regional Office MH Director)
Refer to medical (complete separate referral form)

Discharge Form Completed by:

® 2007 Correct Care Solutions, LLC
revised 05/01/2010

Date
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SFI Status Referral Form - Addition

ACCS

CORRECT CARE
§OLUTIONS

Patient Name Inmate Number Booking Number

Date of Birth

Today's Date

Action Requested: O Add SFI Status
Provisional Diagnosis — Complete all five axes, and include the date of the diagnosis:
Axis I: Axis llI:
Axis Axis IV:
Axis V:
Date of Axis | diagnosis: Date of Axis Il diagnosis:
Check all that apply: O CRT Q DD Q SsDI Q ssi QO Mental Health Court

Describe Rationale for SFl Designation:

Requesting Clinician Date

Action: O Approved U Denied QO Returned for Additional Information:

Regional MH Director Date

Action: O Approved U Denied 0 Returned for Additional Information:

DOC Chief of Mental Health Services Date

© 2007 Correct Care Solutions, LLC
revised 07/068/2011
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SFl Status Referral Form - Remove

ACCS

COHRECT CARE

Patient Name Inmate Number Booking Number Date of Birth Today's Date

Action Requested: O Remove SFI Status

Provisional Diagnosis — Complete all five axes, and include the date of the diagnosis:

Axis I: Axis lli:
Axis Il: Axis IV:
Axis V:
Date of Axis | diagnosis: Date of Axis Il diagnosis:

Check all that apply: O CRT O DD Q SsDI Q ssi Q Mental Health Court

Describe Rationale for SFI Designation:

Requesting Clinician Date

Action: O Approved 0 Denied QO Returned for Additional Information:

Regional MH Director Date

Action: Q Approved 0 Denied 0O Returned for Additional Information:

DOC Chief of Mental Health Services Date

© 2007 Correct Care Solutions, LLC
revised 07/08/2011
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Suicide Risk Assessment Checklist . C CS

Patient Name Inmate Number Booking Number Date of Birth Today's Date

Gender: M F

a Admlsslon Assessment (] Rlsk 01‘ Sulclde a Determlne neead for hospital referral O Other:
Sources of Information: O Patientinterview O Health Record O Security or Health Care Staff Interview

USE CHECKLIST AS A GUIDE FOR ASSESSING SUICIDE RISK: Mote if Factor is Present "P~ Aasent "A” or Unknown "U" |
:  Note: Ethnlcity:

E

P AU P AU

0O O O Prior suicide watch placement at jall O 0O O Suicide ideations/threats in the past:

O 0O Q4 Incarcerated for violent offense Dates:

O 0O O Sexoffender O O O Previous suicide attempts (when and methods):
O 0O O History of violence

0O O O Family history of suicide O O O History of substance abuse:

0O O 0O History of mental iliness, Axis 1 Dx;

!

P AU P AU

O O O3 Long orlife sentence, three strikes [ = | Firsttime incarceration

O O O Hxof poorIimpulse contral or poar coping skills [ I o o Newly dlagnosed medical condition

0O O O Chronic/seriousterminal iliness or sig. pain [ o R Current Segregation

O O O Known new court proceeding/disciplinary actions 0O O O Age <17 or »55

O 0O 0O Parole Board Pass or denied bond O aoaga High profile crime

L] a0 nSSess

P AU P AU

O 0O 0O Recent suicide ideation, acute/chronic O O O Anniversary ot important loss

O O O Recentrelease from psychiatric hospltal O O O Recentrejection ortass

0O O 0O Sudden calm following suicidal ideation/attempt O O O Single-cell placement and/or high security placement
0O 0O 0O Recentsuicide attempt or self-Injury O O O Significant current impulsivity

0O O O well-planned or highly lethal attemptideation O O O Anxlous, agitated or feartul for safety

O 0O 0O Hoarding ar cheeking medication O O O Disturbance of mood (depression or manla)
0O O 0O Sulclde note foundireports of glving items away O O O Affective instabillty or 1abllity

O O O Lack of perceived support system 0O O A Poorcompliance with treatment or medication
O O 0O Hopelessness or helplessness 0O O QO Recenttrauma orthreatto self-esteem

O 4 O Feelings of guiit or warthlessness O O O Recently assaultive or violent

O O QO Actively psychotic O O O Currentinsomnia, poor appetite or opposites
O 0O O Person holds position of status in community O O O intoxicated/under Influence of drugs

0O 0O O Upcoming release date O @ 0O Incarcerated longerthan 1 year - PRISON

0O O 0O Firstweek of custady OR in longer than 60 days - JAIL

E

SpousefFamily Support

Children at Home

Religious Support

Has hope for a more positive future

Social Support (in or out of facility)
Has insight into prochlem issues
Is engaged In working/helping others

oooo®
opon®
oopoe
Dpopo v
oon*
OoOD€

SummarlzeRlsk ' a MIIdRIsk a ModerateRlsk ' a SevereRlslf

Explain:
Recommendations / Plan (check all that apply:
O No referral needed | Cleared for release from jail
O Cleared for release from Suicide Watch i Initiate Suicide Watch
a Return to housing unit O Referral to Kental Health far follow-up

Additional Comments:

Clinician SlgnatureTitle Date

© 2007 Correct Care Solutions, LLC
CCS-MH04
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Suicide Watch Observation
Discharge Summary

CCS

CORRECT CARE
LUT I ONGB

[

Patient Name

Inmate Number

Booking Number

Date of Birth

Today's Date

Date: Time:

Discharge Ordered by:

Discharge From:

(CCS Staff Member)

Reason for Admission:

Discharged To:

Suicide Watch

(location)

Progress Noted on Admitting Issues:

Current Medications:

Discharge Recommendations:

Client scheduled for follow-up per policy, see SW Follow up Schedule (daily for 5 days, weekly for
2 weeks, and monthly for remainder of incarceration)

____ Refer to psychiatry for follow-up
___ Refer to MH SFI
____note if client already on MH SFI List

Refer to MH group therapy

Other:

Refer for brief MH follow-up to assess adjustment to incarceration
Refer to substance abuse services

Refer to social services department
Place on Alpha Unit
Place on Bravo Unit
Refer to Alpha/Bravo Unit at SSCF (referral completed & forwarded to Regional Office MH Director)
Refer to medical (complete separate referral form)

Other:

RARRRANR

Discharge Form Completed by:

© 2007 Correct Care Solutions, LLC
revised 05/01/2010
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Mental Health Services
Treatment Plan for

CCS

GORRECT, CARE
Acute Mental Health Events
(This is a two page pathway) )
Patient Name Inmate Number Booking Number Date of Birth Today's Date

Date Treatment Plan Initiated:

Reason For Treatment Plan:

Therapeutic Restraint Episode
Emergency Psychotropic Medication Administration
Intensive Mental Health Monitoring Due To:
Suicide Precaution Watch
Therapeutic Seclusion
Decompensation/Acute Altered Mental Status

Brief description of current episode (refer to health record for complete progress note):

Goal:

The termination of the current level of mental health intervention and a reduction in level of services needed to

maintain safety of inmate and/or others.

To terminate current acute mental health intervention, inmate must demonstrate (check all that apply):

ability to control self-mutilating behavior

ability to control self-harm gestures/statements
decreased risk level of all forms of behavior leading to self-harm

ability to control acting out toward others

as directed by health care practitioner, psychotropic medication compliance
decrease in psychiatric symptoms of concern (list:

as directed by health care practitioner, lab results indicative of medication at therapeutic levels in cases of
drug toxicity

ability to develop and discuss with mental health staff a plan to maintain adequate psychological
functioning if returned to a lesser monitored/general population setting

increased ability to care for ADLs

other (specify):

Intervention: In order to achieve the goal listed above, the following actions will be taken in order to assist the inmate
(check all that apply). (Note: Property restriction sheets will be provided for staff use on a daily basis).

e
CCS-MHO08 (formerly CCS-MH002)

revised 1/1/08
NOTE: 2-page Form
revised 1/1/08

daily supportive counseling with mental health staff

encourage medication compliance

completion of journaling or assigned worksheets

processing triggering event, utilization of de-escalation strategies
other (specify):

* D2 412DP87 80P *




Mental Health Services

Treatment Plan for A Ccs

CORRECT CARE
' Acute Mental Health Events
(This is a two page pathway)

Patient Name Inmate Number Booking Number Date of Birth Today's Date

MENTAL HEALTH TREATMENT PLAN FOR ACUTE MENTAL HEALTH EVENTS

Termination:  After ending the current acute mental health intervention, the following level of mental health
intervention/services is suggested (some of these are step-down interventions from the current strategy):

placement on intense mental health monitoring watch due to:
suicide precaution watch
therapeutic seclusion
decompensation/acute altered mental status

release to facility mental health living unit

release to general population living unit

transfer to psychiatric hospital/ER (list):

release to civil commit court proceeding

other:

Note: Mental Health staff will complete a daily progress note (for all days that MH staff are on site) for an inmate involved in an acute
mental health event. Upon the inmate’s eventual dismissal from an acute mental health intervention status, the assigned Mental Health
staff will enter a progress note in the inmate’s health record detailing the plan for mental health services designed to help the inmate
maintain an adequate level of daily functioning.

Staff Signature Date

Updates: This treatment plan will be updated for each status change that occurs during this event (e.g., removal from
restraints to placement on suicide watch).
Date of Update:

Note Changes to Goals and Interventions Based on New Status:

Note New Status:
Therapeutic Restraint Episode
Emergency Psychotropic Medication Administration
Intensive Mental Health Monitoring Due To:
Suicide Watch Precautions
Therapeutic Seclusion
Decompensation/Acute Altered Mental Status

Staff Signature Date CCS-MH002

= ——————————=—3
CCS-MHOB (farmardy CCS-MHO02)
revised 1/1/08
NOTE: 2-page Form
revised 1/1/08
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Mental Health Services

Treatment Plan for A Ccs

NON-Acute Mental Health Events CQRRECT CARE

Patient Name Inmate Number Booking Number Date of Birth Today's Date

TREATMENT MODALITY: [ Special Needs [ Group Therapy [ Individual Therapy

DIAGNOSIS*: Axis I: *If inmate currently under
Axis Il psychiatric treatment, utilize
Axis |lI; diagnoses determined by
Axis IV; psychiatric provider.
Axis V:

Focus of Treatment:
Goals:

Treatment Interventions to be Utilized:

Start Date of Treatment: Anticipated Completion Date:

Note: For inmates prescribed psychotropic medication — MHP & Psychiatrist shall review plan.
(Psychiatric Provider initials) (MHP initials)

‘e ke o e ol ot o e oo ol o e ol ot oo ol o oo o oot o o ol o oo o o oo o o o e e o o s o e e e e e o e ol b oo ool b iAo il b dod ook ol il e e ode o e deok-

Treatment Plan Update: Date of Update: Anticipated Completion Date:

Progress Towards Original Goals:

Revised Focus of Treatment:

Treatment Interventions to be Utilized:

e sk e e ko ok e ok ok e e oo oo o o oo o o ook oo e o ok o o e ok s oo sk el s o o e ot oo oo o o o e s e ol ke e e e b ol e dod bk bk

Note: For Inmates Enrolled in Special Needs Program — Review Treatment Plan Every Six (6) Months and Sign Below If No
Updates Needed. Treatment Plan Shall Be Updated At Least Annually.

Review Date: Reviewing Staff Signature:
Review Date: Reviewing Staff Signature:
Review Date: Reviewing Staff Signature:
Staff Signature Date Inmate Signature* Date

*| agree to participate in this treatment plan.

© 2007 Correct Care Solutions, LLC
CCS-MHO7 (formerly CCS-MH003
revised 1/1/08
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Mental Health Non SFI
Weekly Segregation Rounds Form

A CCS

CORRECT CARE
§OLUTIONSGE

Patient Name Inmate Number Booking Number Date of Birth Today's Date
Date Entered Segregation:

Date: Date: Date: Date:
Orientation: Orientation: Orientation: Orientation:
0 Person 0 Person 0 Person 0 Person

O Place 0 Place O Place O Place

O Time 0 Time 0 Time 0 Time
Affect: Affect: Affect: Affect:

[ Flat/Blunted O Flat/Blunted 0 Flat/Blunted U Flat/Blunted

UJ Euphoric [0 Euphoric O Euphoric 00 Euphoric

O Euthymic 00 Euthymic O Euthymic O Euthymic

O Dysthymic [0 Dysthymic O Dysthymic O Dysthymic

U Angry O Angry O Angry O Angry

0 Other: O Other: 0 Other: O Other:
Mood: Mood: Mood: Mood:

0 Calm 0 Calm 0 Calm 0O Calm

O Agitated O Agitated 0 Agitated O Agitated

0 Depressed O Depressed U Depressed 0 Depressed

O Angry O Angry O Angry O Angry

O Other: O Other: O Other: O Other:
Cognition: Cognition: Cognition: Cognition:

0 Normal O Normal 0 Normal 0 Normal

0 Hallucinations O Hallucinations O Hallucinations U Hallucinations

O Delusions O Delusions O Delusions O Delusions

O Suicidal Ideation
O Homicidal Ideation
Psych Meds:
O Not Prescribed
[0 Compliant
O Non-compliant
Behavior:
O Cooperative
O Aggressive

O Suicidal Ideation
O Homicidal Ideation
Psych Meds:
1 Not Prescribed
0 Compliant
[ Non-compliant
Behavior:
0 Cooperative
O Aggressive

O Suicidal Ideation
O Homicidal Ideation
Psych Meds:
(0 Not Prescribed
00 Compliant
0 Non-compliant
Behavior:
0 Cooperative
[ Aggressive

O Suicidal Ideation
O Homicidal Ideation
Psych Meds:
0 Not Prescribed
(J Compliant
0O Non-compliant
Behavior:
0O Cooperative
00 Aggressive

U Assaulting U Assaulting 00 Assaulting [1 Assaulting
0 Withdrawn 0 Withdrawn O Withdrawn O Withdrawn
0 Mute O Mute O Mute O Mute
Cell: Cell: Cell: Cell:
O Messy 0 Messy O Messy 0 Messy
0 Clean O Clean O Clean 0 Clean
Remarks: Remarks: Remarks: Remarks:
Staff Initials: Staff Initials: Staff Initials: Staff Initials:

* If any abnormal findings noted, notify MH Supervisor and complete progress note outlining actions to be taken.

© 2007 Correct Care Solutions, LLC

CCS-MH10
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Mental Health Weekly

4 CCS

SFl Segregation Rounds QRRECT CARE
LUT
2
Patient Name Inmate Number Booking Number Date of Birth Today’s Date

Date Entered Segregation:

Date Entered Segregation:

Date EnteredSegregation:

and SFI: and SFl: and SFl;
Date: Date: Date:
Orientation: Orientation: Orientation:

0O Person O Person O Person

QO Place O Place Q P]ace

a Time Q Time O Time
Affect: Affect: Affect:

O Flat/Blunted Q Flat/Blunted ] FIat/BIu.nted

O Euphoric QO Euphoric ] Euphon_c

Q Euthymic O Euthymic Q  Euthymic

O Dysthymic O Dysthymic O Dysthymic

Q Angry Q Angry QO Angry

QO Other: Q Other Q Other:
Mood: Mood: Mood:

0O Calm Q Calm Q Ca!m

Q Agitated QO Agitated Q Agitated

Q Depressed O Depressed O Depressed

O Angry O Angry Q Angry

O Other: Q Other: Q Other:
Cognition: Cognition: C°9n't|°“

O Normal O Normal Normal .

O Hallucinations O Hallucinations D Hallucinations

O Delusions O Delusions O Delusions

Q Suicidal Ideation O Suicidal Ideation Q Suicidal Ideation

0 Homicidal ldeation a Homicidal ldeation O Homicidal ldeation
Psych Meds: Psych Meds: Psych Meds:

O Not Prescribed O Not Prescribed Q  Not Prescribed

Q Compliant O Compliant Q Compliant

O Non-compliant

Behavior:
0 Cooperative
O Aggressive

O Non-compliant

Behavior:
Q Cooperative
O Aggressive

O Non-compliant

Behavior:
Q Cooperative
O Aggressive

Q Assaulting O Assaulting Q Assaulting

QO  Withdrawn O Withdrawn O Withdrawn

Q Mute 0O Mute O Mute
Cell: Cell: Cell:

O Messy O Messy O Messy

O Clean O Clean O Clean
Remarks: Remarks: Remarks:
Staff Initials: Staff Initials: Staff Initials:

*If any abnormal findings noted, notify MH Supervisor and complete progress note outlining actions to be taken.

CCS-MH0004

© 2007 Correct Care Solutions, LLC
revised 05/01/2010
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